Nursing leaders are compelled to ensure a safety and quality agenda in the acute care environment as patient outcomes are linked to nursing care. Good nursing leadership where focus is directed to accountability and responsibility for clinical outcomes and patient safety, results in reduced adverse events and patient mortality. Integral to the future of high-quality effective clinical care with an absence of errors is the training of the next generation of nursing leaders. In this discussion paper, the extent to which future nurse leaders intuitively acknowledge patient safety as part of their leadership role was examined amongst a cohort of postgraduate nursing students. A content analysis to search for quality and safety terminology was conducted on 146 essay responses to a question about the nurse leader role in today's healthcare environment. The results indicated minimal acknowledgement of patient safety as an intuitive consideration in the nursing leadership role. Recommendations are discussed for developing postgraduate nursing educational curricula with patient safety strategies as a central component to the practice of leadership.
INTRODUCTION
Despite substantial research and resources devoted to understanding patient safety, preventable medical errors are on the rise in developed nations and can affect up to 10% of hospitalised patients. [1] This is evidenced by the alarming number of published reports into hospital safety and system errors within the last twenty years [2, 3] should correlate with a safety and quality agenda that would be foremost in healthcare workers' consciousness. This article grew from this premise, that nurses (in this case postgraduate nursing students) would be congruent with this topic and realise how their role in nursing leadership can make an impact. What is known is that patient quality and safety goals may be hindered without the ongoing involvement of nurses. Nurse leaders have a role in ensuring a safety and quality agenda [1, 4] especially in the acute care environment where patient outcomes are linked to nursing care. Hours of nursing care provided and skill mix are pivotal to patient safety and reducing adverse events, and the role of the leader is central to creating a safe environment for the patient in the hospital. [5, 6] The literature clearly demonstrates a correlation between good leadership and patient safety outcomes. [7] More recently clinical governance frameworks have articulated the accountability and responsibility for clinical outcomes and patient safety to all levels of care providers in the organ-isational hierarchy. This has meant that nurses who have historically deferred to a higher level on issues concerning clinical care and safety are all now accountable and responsible for decisions and outcomes concerning nursing care, safety and quality within the scope of their practice. [8] Given the evidence in the literature, a fundamental appreciation of what nurses at the coalface understand as their role as leaders with responsibility for safety issues, required elaboration. The researchers wanted to verify if our postgraduate nursing students made the link between leadership and safety in their own practice. Therefore, postgraduate student nurses understanding of leadership was explored and examined through content analysis to ascertain the relationship between the perceptions of the leadership role and its impact on patient safety. During the content analysis, the researchers looked specifically for words related to safety and quality, as the researchers felt these words, terms and phrases would, and should, have evidenced intuitive thinking establishing a link between leadership and safety.
Benner's [9] novice to expert research suggested that a nurse's development of clinical reasoning and critical thinking skills are dependent on continual learning, and one component of critical thinking is intuition which influences the nurse to provide safe, high-quality care. Further, intuitive knowledge as a basis for arriving at clinical judgements is useful when coupled with appropriate evidence for developing new ways to consider nursing situations. In this discussion paper, intuitive knowledge was believed to underpin and provide the link between leadership, patient safety, quality and the considerations related to managing patient risk.
Search strategy
A literature search was performed to identify the body of research related to safety and nursing published from 2000 to 2012 using the CINAHL and MEDLINE databases. The following keywords were used using Boolean commands 'and', and 'or' with 'nursing' and the related words, 'quality', 'safety', 'patient risk', 'adverse event', 'medical error', and 'quality improvement'. Limitations imposed on the search included relevance to the topic with a preference for peer reviewed original research works published in English. Over 36,000 citations were viewed with 45 articles providing the basis for subsequent investigation of the terms identified. Based on the review of the literature, an understanding was developed which informed the link between leadership and safety as a construct that nurses should use to guide practice.
Background
Reports such as the Institute of Medicine Keeping Patients Safe: Transforming the Work Environment of Nurses [10] acknowledge the role of front-line nurses in facilitating patient care and thus their safety. An American study by Cook, Hoas, Guttmannova, and Joyner [11] found that medical staff, administrators and nurses believed that the quality of care for patients was mainly a nursing responsibility, with ninetysix per cent of nurses and over ninety per cent of medical and allied health assigning primary responsibility for patient safety to nursing. Only twenty-two per cent of those surveyed believed that patient safety was a shared responsibility. It therefore begs the question, if nurses in America believe the safety of the patient lies largely within their domain, do nurses at the grassroots in Western Australia share this view given that patient safety is embedded in their job descriptions and contained in the Australian Nursing and Midwifery Competencies (ANMC) [12] that govern their practice?
The recent highlighted flaws within the Australian healthcare system and overseas has evidenced concerns related to patient safety and clinical risk. [13] [14] [15] A number of these reports and enquires have identified major system inadequacies as the main reason for the failure of safety mechanisms within healthcare. However, Gregory, Guse, Dick and Russell [16] asserted that the focus of patient safety should now move from a systems approach to an individual accountability and responsibility framework commencing within undergraduate education and continuing throughout a nurse's professional journey. Chernot and Daniel [17] contended that this builds a safety vision and a sense of personal responsibility for ensuring that systematic planning for addressing problems is part of professional practice and a holistic shift in building an emphasis on patient safety, merging the role of an individual with the organisational system, in keeping within the premises of "real" clinical governance. [18] Therefore, for real governance to occur, nurses on the front line need to embrace the mantle of patient safety. [19] It is critical that nurses in the practice setting maintain a quality and safety focus because the consequence of not doing so is detrimental. Preventable medical errors in hospitals are attributed to loss of human lives, additional hospital expense, and loss of trust in the healthcare system. [5] At an operational level nurses are expected to collaborate with other disciplines, work within a set of standards, monitor patient status, advocate on behalf of patients and delegate to healthcare workers in a variety of settings. In order to undertake these roles efficiently every registered nurse (RN) must be prepared to take the lead to act autonomously, make decisions at the point of service, and develop a professional vision that fits, not only organisational goals, but with professional aspirations. [20] Patient safety as a core component of a nurse leader's role is often overlooked. This may be because the traditional view of leadership maintains the traditional hierarchical structure of the organisation, perpetuating the view that patient safety is someone else's role, despite documentation that purports that all health professionals, including nurses, at the grassroots have a responsibility for safety. Higgs and Rowland [21] (p. 1) coined the phrase "stuckness" whereby nursing leaders fail to recognise systemic issues concerning patient safety and quality and either consciously or unconsciously reinforce the systemic patterns that cause the organisation to remain "stuck". This "stuckness" prevents necessary change concerning the responsibility for patient safety and accountability at the bedside and impairs the implementation of change strategies to enhance patient safety. Conversely, some would argue that the hierarchical structure has been flattened and that transformational models of leadership empower followers, in this case nurses, to share in the responsibility of safety to promote positive change in individual nurse's responsibility and accountability concerning patient safety, avoided the "traps" incumbent in hierarchical hospital management and the paralysis concerning implementing a safety agenda. [21] [22] [23] Chernot and Daniel [17] and Steven, Magnusson, Smith and Pearson [24] evidenced that nurses are the most likely health professional to recognise, interrupt and correct clinical errors. There is a paucity of evidence however, that the majority of nurses are prepared to assume the leadership role required to examine patient safety issues as an integral part of their practice, even though broad outcomes have been incorporated into nursing competency and accreditation statements for several years. [25] For example, the ANMC [12] competency statement numbered 1.3 for the registered nurse requires that an RN: "Recognises and responds appropriately to unsafe or unprofessional practice. . . and identifies appropriate action to be taken in specified circumstances." In the United Kingdom, the Code for Nurses [26] states that "as a professional, you are personally accountable for actions and omissions in your practice and must always be able to justify your decisions". The American Nurses Association (ANA) [27] believe that: "The nurse's primary commitment is to the health, well-being, and safety of the patient."
In order to practice within these competencies and codes, registered nurses must be equipped with the critical thinking skills to recognise safety as part of their role. If emerging nurse leaders are not encouraged to actively think for themselves from a safety perspective, they may be hindered in the development of these skills. Wakefield et al. [28] identified the potential for nursing curricula, at under and postgraduate levels to enable nurses to examine patient safety issues. Vaismoradi, Salami and Marck [29] (p. 434) also found that "nursing education curriculum designers need to go beyond theoretical concepts of patient safety education and devise strategies to increase the application of safety knowledge and competencies in nursing practice". Steven, Magnusson, Smith, and Pearson [24] stress that a safety education curriculum remains a "hidden curriculum or practice culture" (p. 1).
METHOD 2.1 Aim
This study aimed to determine the extent to which potential nurse leaders enrolled in a Master of Nursing program intuitively acknowledge patient risk and safety as part of their leadership role.
Participants
One hundred and forty six (n = 146) Registered Nurses (RN) enrolled in the years 2009 and 2011 for a masters award were asked to respond to the question: "Describe the role of a nurse leader in today's healthcare environment". The assignment was voluntary and as an addition to the learning of leadership concepts and techniques which impact organisational outcomes. The RNs were limited to 3,000 words and given seven weeks to complete the assessment task. The scope of the assessment topic was purposefully wide to encourage lateral thinking and an individual perspective of the topic. Of note, all participants were employed in nursing positions as Clinical Nurses (n = 66), Level One RNs (n = 56), Clinical Nurse Specialists (n = 22) and Nurse Practitioners (n = 2). These position classifications have as an essential employment criterion a leadership component with Clinical Nurse Specialists and Nurse Practitioners being expected to undertake leadership functions.
Ethical considerations
Ethics approval was obtained from Edith Cowan University's (ECU) Human Research & Ethics Committee to undertake the study. Participants were informed of the aim, purpose and nature of the study via participant information statement prior to obtaining written consent. The participants were informed that they were able to withdraw consent at any time during the study. Each participant was assigned an identification number to maintain anonymity. The researchers stressed throughout that participation or non-participation in the study did not affect participants overall results in their course.
Data collection
A content analysis was undertaken of all responses submitted. Content analysis involves making the inferences about textual data by systematically and objectively identifying special characteristics or categories and themes within the text. [30] Simply, content analysis is a procedure for organising qualitative data into themes and concepts. The authors utilised key terms related to patient safety and leadership identified from the literature for the assessment of each essay. The key terms included were quality, safety, quality improvement and patient risk. Additionally, the authors defined each term to guide the content analysis and to ensure a mutual understanding of the term between the authors. During review of the essays, the authors marked each key term according to the code assigned. The key term was counted for frequency of occurrence in the participants' responses. The content analysis was repeated manually around these terms with the authors moving forwards and backwards in the text to identify related responses.
Definitions
The following definitions of terms were used to guide the content analysis:
• Quality: "Doing the right things for the right people at the right time and doing them right first time." [31] (p. 16-17).
• Safety: "Perfect harm-free performance and the goal of patient safety is to reduce preventable harm to patients." [32] (p.148).
• Quality improvement: "The degree to which health services for individuals and populations increase the likelihood of desired health outcomes and are consistent with current professional knowledge." [33] (p. 234).
• Patient risk: "The possibility of a loss or other adverse event that has the potential to interfere with a patient's ability to maintain health." [32] (p. 149).
FINDINGS AND DISCUSSION
Out of 146 responses, 24 nurses acknowledged quality was a leadership function, 19 nurses indicated safety was part of a leadership function, and 32 nurses demonstrated that patient risk management was part of their leadership role. The other responses did not include or use the key terms or phrases indicating these as part of the leadership role. The general category descriptions sought within the essay that the authors believed to be intuitively correlated, that is of leadership and quality and safety were not apparent in the essay text. Theoretic sensitivity, "a loose concept that involves a process of thinking creatively to derive concepts and explanations", [34] (p. 280) led the researchers to the discovery of missing general categories under the intuitive concept grouping amongst RN's understanding of leadership or lack of equating their leadership role with issues of quality and safety.
In this study, when nurses talked about safety, they referred to nurse shortages, and nursing ratios to patients and beds. The overarching response to safety in this instance is more reflective of nursing role protection, through adequate staff to patient numbers, rather than in relation to patient care and safety. Here, it may be postulated, the potential oversupply of literature surrounding skill mix, work conditions, bed turnover, and retention and attrition of nurses, has confused and compounded registered nurses understanding of the fundamental requirements of safety leadership. [35] [36] [37] [38] What has been missed by this quantitative measure has been the individual nurse's expertise and experience to provide nursing care which is the fundamental unit of measure for skill mix and the main ingredient of safety. Twigg and Duffield [6] note skill mix that is, what each nurse brings to the shift in terms of expertise, experience and education, has a direct influence on patient safety and optimal care.
A possible reason for these results is substantiated by the claim of Richardson and Storrs, [39] where they contend that safety is usually attributed to the higher levels of an organisation that are familiar with, and identify, safety and quality as part of their role. A wide ranging definition of the concept of safety may also confuse the results with grassroots nurses not contemplating the basic tenets of patient safety as within their remit. Nurses see themselves as protective of the patient, able to intervene to prevent specific events where they were involved in immediate feedback, such as doublechecking medications; however, this patient advocacy may not equate to them as patient safety generally. [40] The term 'quality nursing care' was used repeatedly, however there were no words, terms or phrases to provide an example of how this 'quality nursing care' related to safety. The findings of this study indicated that there is room for improvement in the front line nurses knowledge of patient safety as an important tenet of their practice. However, the findings are not supported by research in general, as the majority of evidence indicates that nurses do acknowledge safety as a palpable concern for nursing. [20, [41] [42] [43] It may be asserted that in the reality of practice, that although nurses are motivated and diligent in patient care, they do not generalise the broader safety leadership messages espoused by management and educators. This is confirmed by our study where patient safety and risk was not specified as a leadership function. Furthermore, there must be a distinction made between safety and quality. Safety requires a cultural shift and a change in the distribution of quality. That is, safety is a responsibility of all individuals involved in healthcare. Kunzel, Kolbe and Grote [23] say that nursing leaders are pivotal in promoting team performance and safety through unambiguous behaviour which is adaptable to situational demands and shared between team members. Quality improvement however, involves incremental improvements in quality and progresses by undertaking rigorous measure of patient outcomes and comparing them overtime. [32] Published by Sciedu Press
RECOMMENDATIONS
What nurses should understand is that each episode of nursing care is an opportunity for safety and minimising risk and improving outcomes, thus having an effect on overall quality of care. The Australian Office of Safety and Quality in Healthcare 2012 National Safety and Quality Healthcare Standards [44] directly address the individual performance of nurses at the bedside; for example, patient identification, medication administration, clinical handover, and managing pressure areas, are care that nurses do as individuals. The cumulative effect of sound nursing performance ensures the quality of our healthcare system and the protection of the patient.
The crucial concern is the need for educational leadership to espouse safety and quality and continuous improvement to the students as an absolute part of their professional practice and role. [29] It behooves educators and students alike to take a personal 'call to responsibility' for developing a safety vision for the patients in their care. [17, 45] All healthcare professions often work within a "perfectibility model" [46] which cause professional division in approaches to organisation safety. [42] What is required is a collaborative and inclusive view of safety to address potential errors in future practice. [47] The content of nursing educational curricula therefore needs to develop and lead the agenda for patient safety through pedagogical or andragogical strategies to achieve this end. Nurse educators who use their leadership skills can transform patient care delivery strategies with improved patient outcomes, reduced mortality and adverse events, and increased patient satisfaction; however, the mental model of the nurse needs to embrace safety as central to the practice of leadership.
CONCLUSION
This discussion paper offers insight into the postgraduate nursing student's view on the leadership role in today's healthcare environment. Few responses tied nurse leader responsibilities to patient safety and quality. Therefore, it is thought that the students lack the intuition of linking leadership and patient safety at this stage of professional and educational development. According to Benner, [9] an intuitive thinker develops through learning, experience and evaluation of performance. Those nurses working in managerial or leadership roles have the responsibility of patient safety and involvement with quality activities, thus have a greater understanding of the nurse leader role and safety. However, there is a need for front line nurses to understand the importance of patient safety given the detrimental consequences. The importance of safety leadership cannot be overemphasised and is the responsibility of all nurses no matter what level of experience to ensure patient safety, improve quality and minimise risk.
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